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OHLSSON-NEVO Kalisch, Lee, & Dabney, 2014) . Nurses in hospitals wards initiated PA for patients too infrequently and for too short durations (Doherty-King, Yoon, Pecanac, Brown, & Mahoney, 2014) . Nurses' professional experience, personal confidence and the way they perceive PA as their personal responsibility (Doherty-King & Bowers, 2013 ) affect nurses' initiative to support patients in becoming physically active (Doherty-King & Bowers, 2011; Hoyer, Brotman, Chan, & Needham, 2015) . Perceived stress and other workload affect the extent to which healthcare professionals initiate PA at the wards (Doherty-King & Bowers, 2011; Hoyer et al., 2015; Jolley, ReganBaggs, Dickson, & Hough, 2014; Jolley et al., 2014) . Lack of nursing personnel (Doherty-King & Bowers, 2011) and physiotherapists (Doherty-King & Bowers, 2013; Jolley et al., 2014 ) is associated with low levels of PA among patients in hospitals.
Physical activity in hospitals can be considered as a care process, containing a certain degree of inherent unsafeness (World Health Organization, 2017) , which affects quality of care and patient safety.
Patient safety is the absence of preventable harm to a patient during the process of health care and reduction of risk of unnecessary harm associated with health care to an acceptable minimum (Runciman et al., 2009) . Every point in the process of caregiving contains a certain degree of inherent unsafeness (de Vries, Ramrattan, Smorenburg, Gouma, & Boermeester, 2008) . The unique function of nursing involves assessing health status and assisting patients in the performance of activities contributing to health or recovery (Henderson, 1964 ). Promotion of PA should be viewed as a vital component of quality nursing care, as ongoing mobilization contributes to maintaining functional status during hospitalization and shortening length of stay. Despite that, previous studies have shown that nurses in hospital wards promote physical activity insufficiently.
This study contributes to increased knowledge and understanding of the team of nurses' perceptions and promotions of patients' PA. The results of the study can help to tailor interventions targeting sustainable work routines that enhance patient PA at hospital wards.
| AIM
The aim of this study was to describe how nurses perceive and promote inpatients' needs for physical activity during their stay at the ward.
| THE S TUDY

| Study design
This study has an inductive descriptive design using data from semistructured focus group discussions (FGDs) with Registered Nurses and assistant nurses working in hospitals. Focus groups facilitate the in-depth exploration of a person's perspective through group interaction and give data that are not obtained with other methods (Morgan & Bottorff, 2010) . These interactions can weed out extreme or false views and thereby improve data quality (Krueger & Casey, 2000) . Criteria for effective FGDs are summarized as a range of relevant topics, specificity and depth to direct the discussions towards the participants' experiences and the interaction of different experiences (Morgan & Bottorff, 2010) .
The research team consisted of female researchers: one physical therapist and two Registered Nurses, all with PhD degree and experience in conducting studies using qualitative methods. All researchers have experience of working in their professions in wards.
| Participants and setting
The setting for the study was a county in central Sweden with approximately 291,000 inhabitants, having three hospitals, including one university hospital. The study was conducted at all three hospitals.
A purposeful sampling procedure was conducted. A mixture of medical and surgical wards was selected to reach a variety of nursing experiences with the topics being discussed. An invitation with information about the study was e-mailed to the heads of wards in three hospitals. Ten wards were approached, seven agreed to participate, and three declined participation mainly due to high workload. Four surgical and three medical wards were finally included, three wards from a university hospital and four from smaller hospitals. Criteria for inclusion were being a Registered Nurse (RN) or a certified nursing assistant (CNA), employed in a medical or surgical unit and currently providing nursing care. The intention of the sampling for the FGDs was to bring nurses with dissimilar backgrounds together, which facilitates group discussions (Krueger & Casey, 2000) . A heterogeneous sampling was therefore conducted, with Registered Nurses and certified nursing assistants. The members of each focus group were working together at the same ward. The research team proposed a date to conduct the focus group, and the head of the ward selected the participants.
Seven FGDs were conducted with 29 participating nurses, two RNs and two CNAs per group, except for the pilot FGD, which included three RNs and two CNAs. Before each FGD, the nurses were informed about the study, the researchers and the purpose of the project. They completed a short questionnaire with questions about age, sex, type of profession and years of experience as a nurse and at the ward (Table 1) .
| Data collection
All FGDs were held between November 2016 and February 2017, during working hours at the respective hospital ward. One of the authors (x) was the moderator of the FGD, and one other author (y or z) observed and took field notes of the atmosphere, interactions and conversation flow and asked clarifying questions at the end of the discussions. The duration of the focus group discussions was 50-60 min.
The semi-structured interview guide was based on previous research and developed through discussions in the research group.
A pilot FGD was conducted to test the questions of the interview guide and to establish smooth cooperation between the moderator and the observer. Data from the pilot focus group were included in the final analysis, since only minor revisions were made to the interview guide. The final version included questions about how the nurses perceived and promoted the patients' needs for PA. The participants were encouraged to speak freely and from their personal experience. Probes, loops and transitions were used to gain deeper knowledge. Each FGD took approximately one hour in free-flowing discussion in a friendly atmosphere. No other persons except the nurses in the focus group and two researchers were present in the room.
The discussions were digitally recorded and transcribed verbatim. The transcripts were checked for accuracy by the authors and then imported to QSR International's NVivo 12 Software. One FGD was not recorded due to technical problems, and the memory notes were made immediately after the interview.
The researchers had no former relationship to the participants, except for Y, who was a colleague to the participants in the pilot FGD, where she participated as an observer.
| Data analysis
After all seven FGDs were carried out, data were analysed using qualitative content analysis as described for FGDs (Krueger & Casey, 2000) and an approach for inductive category development was used. Discussions in focus groups depend on the individuals in the group, the group as a whole and the dynamics in the group, which means that the analysis has to balance the interplay between these units (Krueger & Casey, 2000; Morgan & Bottorff, 2010 ). An interaction analysis was therefore performed.
| Analysis of the interaction in the groups
The dynamics of the interaction, individual dominance, heated group discussions (dissent) and consensus were analysed in a manner similar to that described by Onwuegbuzie, Dickinson, Leech, and Zoran (2009) . All significant new statements, agreement and dissent were recorded in the matrix for each member of each focus group (Table 2 ). An additional extraction of who took the initiative of answering first was added to the matrix. The purpose of the interaction analysis was to capture the group dynamics and eventual hierarchical construct of the group.
| Analysis of the transcribed text
To get a sense of the whole, the transcripts were read several times by all authors and two of the authors (x and y) coded the transcribed text independently of each other. Quotes directed by the aim were extracted and condensed into codes. From the codes, main categories and subcategories emerged as differences and similarities were identified. Efforts were made to ensure that categories were internally homogeneous and externally heterogeneous. The last FGD did not provide new information, that is, any new categories. Consensus TA B L E 1 Overview of the participants in the focus groups 
| Ethical considerations
The study was approved by the regional ethical board of X; 2016/212. All procedures performed in studies involving human participants were in accordance with the ethical standards of the institutional and/or national research committee and with the 1964
Helsinki Declaration and its later amendments or comparable ethical standards.
The participants provided written informed consent after receiving both written and oral information about the study, including the voluntary nature of participation, the possibility to withdraw at any time without explanation and assurance that all collected data would be handled confidentially and no individual would be identifiable in quotes or in the results. Only the research team had access to the original interview files and transcripts. The participants were informed of the moderator and the observer's professional background, reasons for interest in the topic and that the focus group data would be analysed and published in a research journal.
| Rigour
To ensure rigour, the authors conducted a systematic approach throughout the study, and provided a rich description of the context.
Dependability (Polit & Beck, 2012) was enhanced by conducting an interaction analysis to ensure that the collected data were derived from all members of the group or not from a few nurses. The location of the FGDs were in three different hospitals, with both medical and surgical wards, as an attempt to enhance dependability.
Two of the researchers independently analysed and coded data, but the entire team reached consensus on the themes and subthemes.
The team increased the rigour of the study as the members checked the analysis, discussed emerging interpretations and explored different positions. Discussion occurred between the members of the research team during data collection to ensure methodological coherence and saturation (Morse, Barett, Mayan, & Spiers, 2002) .
The study followed the guidelines for reporting qualitative studies (COREQ) (Tong, Sainsbury, & Craig, 2007) (Supplementary File 1).
| RE SULTS
A total of 29 nurses, 15 Registered Nurses and 14 certified nurse assistants, participated in the study. Their age ranged from 19 to 60 years (Table 1) . The results from this focus group study comprise data from both the interaction analysis and the qualitative content analysis of the transcribed FGDs.
| Results of the interaction analysis
The interactions are presented in 
| Results of the qualitative content analysis
The aim of this study was to describe how nurses perceive and promote inpatients' needs for PA during their stay at the ward.
| In the hands of nurses
An overarching theme was revealed, In the hands of nurses, supported by two main categories ( examinations could leave the patient waiting in bed. Whether or not these routines were described as obstacles varied across the wards:
CNA1: So, of course, we never know in advance and it also locks the person in if they're going to x-ray, because we can't take it up, because we don't know when they're coming RN1: Yeah, they have to stay in the bed CNA1: Yeah, that clogs things up, too.
(FGD 2)
The physical environment of the wards was described as boring and not optimally designed for promoting PA, lacking of areas for physical exercise and social activities. The corridors were narrow and often occupied with equipment. Promoting PA for patients could require an extensive plan, such as having gathering enough personnel or enough assistive suitable devices close to the patient.
Another important factor was adequate medical pain relief before initiating PA. If the patient was in pain, the nurses had to postpone the activity, with a risk for being cancelled:
RN1: But that we are mindful of the fact that they have been given painkillers -that is surely the thing we sometimes aren't good at, that we intervene too late and they are already in pain and they might have to wait and they have to be given pain medication and it doesn't happen right away and then we have to do it later.
(FGD 3)
The number of patients in need of special care and extensive assistance reduced the time for initiating PA with all patients. When, due to shortage of hospital beds, the ward received patients with unfamiliar health conditions, the nurses expressed insufficient knowledge, information and support. The lack of knowledge was described as a reason for patients spending an entire day in bed:
RN2: And that's where it's really important that they get up, as regards their lungs and all this, but as I said, you don't quite dare because you don't know how much you can do with hip operations… (FGD 2)
In the subcategory Integration of physical activity into daily work, the nurses described that there was a mutual awareness among the nurses that PA prevents complications such as pneumonia, thrombosis and decubitus as well as shortening the patients' time in hospital. The older nurses experienced that importance of PA has increased during recent years and a new culture of PA has arisen, from bed rest to early mobilization of the patients after the surgery. In some surgical wards, it was a requirement to implement a programme such as "enhanced recovery after surgery" (ERAS).
These programmes increased the knowledge about the importance of PA. The activities for enhancing PA were described as having several advantages; besides the physical benefits, PA could break the uniformity of the day for the patients.
It could be a conscious strategy to integrate PA into other daily routines or a task that could be left unexecuted. The nurses experienced that there was a deep-rooted culture to integrate PA into the daily routines and proudly described that promoting PA for all patients was a main task that was always an ongoing continuum.
Those nurses had suggestions on how to further incorporate PA into care, such as letting patients make their own beds. In wards with integrated PA, they were proud of being better than wards that let the patients stay in bed:
RN1: Mm-hmm, but I think mobilising the person is such an enormously important part. I mean, it's the most important thing -it promotes well-being, eating, breathing, the pain gets better the more you move, so it's an extremely key word for us and no doubt for many other departments as well but I write the word 'mobilisation' at least 20 times a day, like when I'm working, so I mean for us it's really key.
(FGD 4)
By contrast, in some FGDs the nurses did not express a conscious idea of how to integrate PA into the daily chores. Instead, they pronounced that promoting PA was a task that was executed if the nurses had time. Some nurses stated that not all patients benefit from PA but rather were more in need of a calm and undemanding time in bed:
CNA1: He is ninety-nine years old, after all. If he's happy to get hot porridge at eight o'clock in the evening and likes to lie down, then I'm happy. I think he's had his physical activity. I think he has.
(FGD 7)
There was awareness that the patients easily become immobilized and of the risk of helping patients with activities that they could perform by themselves. Despite this awareness, the nurses described that they sometimes hesitated to motivate or persuade patients, since it could be time-consuming to wait for the patient to perform the activ- The physical condition after surgery with pain and nausea could further obstruct the patient's attempt to be active. Some patients did not have a desire to be physically active, as they considered themselves not well enough to leave the bed. The nurses described that it was easier to motivate patients to get out of bed when the patients were informed before they entered the ward about the expectations of being physically active.
There was agreement within the FGDs that promoting PA was everybody's concern, although to what degree it was the nurses' concern could vary from emphasizing to understating their role. It was a common understanding that all healthcare workers and all relatives should strive towards the same goal of encouraging the patient to be physically active. Promoting PA was a main work task, especially at surgical wards, where some nurses described no need to motivate or persuade a colleague about why they should promote The support from other healthcare workers was significant, since the nurses sometimes felt a lack of authority and a need for further professional competence to promote PA, such as provided by a physiotherapist, occupational therapist or physician. The authority of the physicians was important and helpful while promoting PA. They could further motivate patients by explaining the importance of PA based on the patient's health condition or type of surgery:
RN1: And even the doctors -sometimes we have to ask the physician doing the round, "Please, tell this patient how important it is that he gets up and moves around a bit." Sometimes it helps and it's like they need that.
(FGD 1)
Physiotherapy and occupational therapy competence were needed from the perspective of both nurses and patients, regarding assessments of patients' functioning and the need for assistive devices.
Physiotherapists provided support and special expertise, such as manual handling when the patient had pain or other functional impairments. They could prepare patients for early mobilization postoperatively and explain physiological and functional gains of PA, thereby motivating the patients to be more physically active. They were also responsible for performing specific interventions such as breathing exercises. However, in some wards, the nurses set priorities for the physiotherapist regarding whom to meet and expressed that the physiotherapist spent too little time at the ward and was difficult to reach:
RN2: Plus, we have a physiotherapist and an occupational therapist. They help out in more advanced cases, or whenever we feel unsure whether we should get the patient up, if we should use a lift or if we should use "Turner", both to go easy on ourselves and our bodies and for the patient's own good, so we might engage a little expert help. Plus, they can also be pretty good at boosting the patient's motivation, I think.
CNA1: Yeah, they certainly are RN1: Yes, if you send in the physiotherapist, they understand what the point is and then they're anxious to demonstrate their abilities. If it comes from those of us who are there every day, no doubt they think it's not that important.
The relatives, having personal knowledge about the patient, could be the best at encouraging the patient to simply get out of bed and take a walk together. On the other hand, they might also pamper the patient and impede him or her from being physically active. For good adherence, the nurses described the importance of having time to talk to the relatives about PA, especially before discharge:
RN1: Yes, but for a relative, when… that… that you perhaps… um… help motivate the patient. "Come on, now, you can get out of the bed and sit down in this armchair now that I'm here, or we can take a walk somewhere and I can… yes… so you can move around a bit." As a close relative, when your family member is at high risk of falling and uses a walker and so on, you might think, "Since I'm here, I'll just try to go for a little walk with my wife or husband in the hallway here."
RN2: Yes, it certainly helps… when family members help out a little RN1: Yes, but I think the thing is that perhaps we don't get time to talk to the patient's relatives so much either.
The nurses strongly emphasized the patient's willingness and motivation to take personal responsibility for their own PA and recovery. By contrast, it was challenging to not take over the patient's responsibility by helping too much, thereby contributing to patients being passive.
Several nurses described elderly patients as more compliant, that is, doing what the nurse has decided (based on respect/authority or preconceptions). Patient responsibility could be improved by giving the patients tools, such as schedules for breathing exercises.
In all FGDs, the nurses experienced that most patients were more in bed than not in bed, often including those not needing bed rest or those with independent moving and walking ability. Sometimes, it could take a while before patients were spontaneously physically active, such as taking a walk by themselves.
Some patients were difficult to motivate, and then, a colleague could be more successful in getting through to the patient and reaching an understanding of the benefits of taking personal responsibility. When patients really did not want to make an effort to be sufficiently physically active or preferred to stay in bed, some nurses described how they could begin to nag, until they gave up their efforts. "We cannot pull the patient out of the bed" and "We do not want to fight with the patient" were common statements:
CNA1: Suddenly, you find yourself in a hospital and you can't really take any personal responsibility -you're at the mercy of other people who make all the decisions CNA2: Because if we explained how things are and how things can go a few times and you don't move and you still don't want to, I don't know how much you should complain either CNA1 But sometimes you simply have to give up.
| D ISCUSS I ON
The aim of this study was to describe how nurses perceive and pro- 
| Discussion of the results
The aim of this study was to describe how nurses perceive and pro- All nurses in this study had knowledge of the importance of PA;
nevertheless, PA was not prioritized at all wards. The gap between evidence and practice in health care found in our study is well known (Bryant et al., 2014 ) (Cochrane et al., 2007 (Li, Jeffs, Barwick, & Stevens, 2018) . Reducing the gap between evidence and clinical practice reduces healthcare costs (Shapiro, Lasker, Bindman, & Lee, 1993) and patient morbidity and mortality (Saslow et al., 2012) and thereby yields benefits on both organizational and personal levels.
Daily routines of the ward, such as serving meals, could have an inhibiting effect on promoting PA at the ward. Such work tasks seemed to have a higher priority than promoting PA. The nurses in this study described lack of time as a reason for not promoting PA, a somehow counterproductive reasoning, as each hour in bed rest for elderly patients impairs or reduced their ability to independently ambulate (Tanner et al., 2015) and further increases the workload of the nurses. When patients are insufficiently physically active, their dependence on help will increase, as will their risk for complications (Hoogerduijn et al., 2007) . Promotion of PA was described as a battle, especially when patients were not informed about the importance of PA before arriving at the ward.
A paternalistic, parent-child attitude was present regarding the role of the physician as an authority confirming the importance of PA. "Paternalism is the intentional overriding of one person's known preferences or actions by another person, where the person who overrides justifies the action by the goal of benefitting or avoiding harm to the person whose preferences or actions are overridden" (Rodriguez-Osorio & Dominguez-Cherit, 2008) . The nurses' intentions were to get the patients mobilized and to do no harm, although they revealed an attitude that suggested patients did not always understand their best interests and needed to be persuaded. This result differs from an Asian study were patients expected to be served by the nurses, especially since the patients paid for the care (Chan, Hong, Tan, & Chua, 2019) .
The nurses in the FGDs expressed that PA should be a shared interest for the patient, the relatives and the healthcare team around the patient. However, there was no emphasis on empowering and engaging patient participation in the care.
The interior design of the ward was described as restricting patients' opportunities to be physically active and overthrowing the nurses' efforts to promote PA.
| Methodological considerations
The interaction analysis revealed that the method of collecting data A limitation of the study could be that the focus groups consisted of nurses from the same workplace, which might have had a restraining effect on the nurses. The lack of controversies and conflicting statements may reflect an uneasiness about expressing a different opinion in the group or not wanting to embarrass or offend a colleague with whom one needs to work every day. At the same time, it could also have been embarrassing to discuss the topic with strangers.
| CON CLUS IONS
Patients are dependent on nurses' prioritizations and promotions to be sufficiently physically active during their stay at the ward. Nurses are in a key position to ensure that inpatients are physical active but can be occupied with other work tasks at the ward. The inpatients'
PA is conditioned by how nurses perceive the importance of PA in relation to other work tasks at the ward. The results highlight that patients are in the hands of the nurses, implying that PA depends on the initiative of the nurses and not on the needs of the patients.
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